A 34-year-old man presented with crops of pustules with erythematous scaly patches on his soles and palms ([Fig. 1A](#f1-kjim-2018-200){ref-type="fig"}-[1D](#f1-kjim-2018-200){ref-type="fig"}). Both great fingernails showed trachyonychia and onycholysis with transverse ridges ([Fig. 1E](#f1-kjim-2018-200){ref-type="fig"}). He had a 6-year history of ankylosing spondylitis manifested as positive human leukocyte antigen B27 (HLA-B27) and bilateral sacroiliitis. In the radiographs taken 8 months prior to presentation, his sacroiliac joints were fused, and a bamboo spine was seen ([Fig. 2](#f2-kjim-2018-200){ref-type="fig"}). As his back pain did not improve despite the use of both nonsteroidal anti-inflammatory drugs and sulfasalazine over 8 months, adalimumab was started 3 months prior to presentation. Histopathologic examination revealed hy-a perkeratosis, parakeratosis, and a pustule in the corneal layer and spongiosis and perivascular lymphocytic infiltration in the upper dermis, consistent with psoriasiform dermatitis ([Fig. 1F](#f1-kjim-2018-200){ref-type="fig"}). Palmoplantar pustulosis secondary to adalimumab was suspected. After discontinuing the adalimumab, the skin lesions improved with topical corticosteroid and calcipotriol ointment. Two months later, etanercept was administered to control a flare of ankylosing spondylitis, and no recurrence has been noted for 2 years. Anti-tumor necrosis factor (TNF) agents are widely used in the management of various inflammatory disorders, including inflammatory bowel disease, rheumatoid arthritis, and ankylosing spondylitis. Growing numbers of clinical observations have described the paradoxical incidence or exacerbation of psoriasis in patients treated with anti-TNF agents, although the agents are also effective for psoriasis itself. Unopposed activation of the interferon-α pathway following neutralization of TNF has been suggested as the possible mechanism. A class effect is proposed for this paradoxical event, but other anti-TNF agents could be cautiously tried because the magnitude of the effect across anti-TNF agents could be different.
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![Clinical features of palmoplantar pustulosis after anti-TNF therapy and a radiograph of the lumbar spine of the patient. Crops of small, deep-seated pustules with diffuse, erythematous scaly patches on the patient's soles (A, B) and palms (C, D). Trachyonychia and onycholysis with transverse ridges on both great fingernails (E). Skin biopsy from the palm revealed hyperkeratosis, parakeratosis, and a pustule in the corneal layer and spongiosis and perivascular lymphocytic infiltration in the upper (F: H&E stain, ×200).](kjim-2018-200f1){#f1-kjim-2018-200}

![Plain lumbar radiograph of the patient shows bamboo spine and complete fusion of sacroiliac joints. (A) Anteroposterior view, (B) lateral view](kjim-2018-200f2){#f2-kjim-2018-200}
